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sting by EAbstract Suicide is no longer a criminal offense in any developed country but continues to be so in
many developing countries. The aim was to assess the pattern and outcome of the methods used
among the suicidal attempted cases and its medico-legal aspect to some demographical variables.
Retrospective review of Benghazi hospitals’ record of all cases admitted as a result of suicide
attempted through 2008 was carried out. The result showed that male to female ratio was 1:1.75.
Mean age of the cases was 26.11 ± 10.10 years. Students represented peak of cases among females
and private sector workers among males. Unemployed males represented 26.5%, females 0.5%. Sex
difference was statistically signiﬁcant. 60.8% of females were single as compared to 40.2% males.
Drug overdose (75.7%) was the most common pattern of suicidal method used among the cases fol-
lowed by wrist cutting (8.7%), hanging (7.3%), jumping from height (3.1%), chemical poisoning
(3.1%) and burning (2.1%). Hanging was the second method among males (20.6%), no hanging
reported among females. Burning committed only by females and constituted 3.2% among them.
The difference in methods of suicides between sexes was statistically signiﬁcant. 35.3% of males
as compared to only 5.4% of females dead. The outcome revealed that 100% of hanging dead,
jumping from height 77.8%, burn 66.7%. Then cutting wrist 40%, the least rate was found among
chemical ingestion 11.1% and drug overdose 1.4%. In conclusion, the suicidal methods depend on
sex. Although the suicidal attempted was more common in females than males, the outcome of dead
was higher among males.
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The manner of death is deﬁned as the fashion in which the
cause of death came to be. There are hundreds or thousands
of possible causes of death but only four manners of death
(or ﬁve if you consider undetermined death as a separate cat-
egory). The four manners of death are natural, accidental,
homicidal and suicidal. Natural deaths are caused solely by
disease without the intervention of trauma. The other manners
of death all involve trauma. The suicidal manner of death is in
which the deceased took the action of trauma him or herself.1
The study done by Benomran 20092 reported the four man-
ners of deaths in the descending order of frequency. The natu-
ral deaths were 3003 (55.57%), accidental 1727 (32%), suicidal
498 (9.2%) and homicidal 164 (3%). The manner was undeter-
mined in 12 (0.22%) of the cases over the 6 year period.
Suicide is deﬁned by Webster’s dictionary as the act of
taking one’s own life voluntarily and intentionally.3
Schneidman deﬁned suicide more broadly as the conscious
act of self-induced annihilation.4
Global suicide rates have shown a steady increase over the
last 50 years and are projected to increase to 1.53 million by
the year 2020.5 According to data from the World Health
Organization (WHO) 85% of suicides in the world occur in
low and middle income countries but much less than 10% of
published research on suicide come from these countries. In
the year 2000 suicide was estimated to be the 25th leading
cause of death in the countries of the Eastern Mediterranean
Region (EMR) of the WHO but was ranked 7th in the Euro-
pean Region, 8th in the Western Paciﬁc Region and 16th in the
South-East Asia Region.6
In many developing countries suicide remains a taboo sub-
ject because of political, religious and social sensitivities.
Therefore, prevention cannot truly start until this taboo is di-
rectly addressed. There is paucity of research on suicide from
developing countries. Very little is known about suicides in
many Middle Eastern, African and South American countries.
Without good robust information prevention programs cannot
be developed.72. Aim of the study
The aim of this research was to assess the pattern and outcome
of the methods used among the suicidal attempted cases that
occurred in Benghazi city – Libya and its medico-legal aspect
to some demographical variables like age, sex, marital status
and occupation.3. Subjects and methods
The study was carried out on 288 subjects who attempted sui-
cide. This study analyzed the data from hospitals of Benghazi
City (Alglaa, Jumhoria and 7th October), Libya. Hospital re-
cords were scrutinized after getting the ofﬁcial approval from
the directors of these hospitals.
This study was a retrospective review of hospital records of
all patients admitted as a result of suicide attempt between
January 1 and December 31, 2008. The study data were col-
lected during the period from January to March 2010. A spe-
cial data form was used to collect the required information.
Data gathered included personal data as age, sex, marital
status and occupation. Data related to suicidal methods of at-
tempted suicide, precipitating factors, season of admission,
duration of stay in the hospital, admission to intensive care
unit (ICU), history of previous attempts, history of psychiatric
illnesses and outcome ‘‘whether discharged, leaving against
medical advice or death’’ were collected.
3.1. Statistical analysis
Collected data were tabulated then analyzed statistically. Re-
sults are expressed in numbers and percentage. Several cross
tabulations were also included. Chi-square and t-test were
the tests of statistical signiﬁcance of the observed association
in some cross tabulations of the bivariate analysis. A signiﬁ-
cance level of 95% with a P value < 0.05 was considered.
The SPSS Version 16.0 (SPSS Inc., Chicago) was used in this
study.
3.2. Limitation of the study
There are serious limitations in relation to studies based on
registers since registers are not produced with the express pur-
pose of the research. The registers also include much missed
information such as registers cannot tell of the psychological
mechanisms that underpin a process but studies based on reg-
isters are effective in identifying those people who move into
the ofﬁcial domain in some form.4. Results
The results of this study showed that male to female ratio was
1:1.75. The mean age of the cases was 26.11 ± 10.10 years. It
was observed that 91.3% of cases occurred under the age of 40
years. Peak age of suicidal attempted cases was between 20 and
Table 1 Age and sex distribution of suicidal attempted cases.
Males (n= 102) Females (n= 186) Total (n= 288)
No. % No. % No. %
Age (years)
<20 13 12.7 51 27.4 64 22.2
20– 53 52.0 98 52.7 151 52.4
30– 20 19.6 28 15.1 48 16.7
40– 6 5.9 8 4.3 14 4.9
50– 3 2.9 1 0.5 4 1.4
60+ 7 6.9 0 0.00 7 2.4
Total 102 35.4 186 64.6 288 100.00
Mean ± SD 29.92 ± 12.70 24.02 ± 7.608 26.11 ± 10.103
Minimum (years) 14 13 13
Maximum (years) 68 52 68
T value to compare age of suicide between males and females = 24.336, P= 0.000.
Figure 1 Age and sex distribution of suicidal attempted cases.
Figure 2 Occupation of suicidal attempted cases.
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among males than females (29.92 ± 12.70 versus 24.02 ±
7.608) (Table 1 and Fig. 1).Table 2 Marital status and occupation among suicidal attempted c
Occupation Males (n= 102)
No. %
Housewife 0 0.00
Student 17 16.7
Private sector 31 30.4
Governmental sector 5 4.9
Army 8 7.8
Prisoners 5 4.9
Retired 9 8.8
Unemployed 27 26.5
Chi-square 44.048
P value 0.000
Marital status
Single 41 40.2
Married 42 41.2
Divorced 10 9.8
Widowed 9 8.8
Chi-square 19.71
P value 0.000Table 2 and Fig. 2 revealed that more than one-third
(36.1%) of suicidal attempted cases were students. The private
sector represented 24.0% as compared to 10.4% among work-ases in both sexes.
Females (n= 186) Total
No. % No. %
35 18.8 35 12.2
87 46.8 104 36.1
38 20.9 69 24.0
25 13.4 30 10.4
0 0.00 8 2.8
0 0.00 5 1.7
0 0.00 9 3.1
1 0.5 28 9.7
113 60.8 154 53.6
63 33.9 105 36.5
8 4.3 18 6.2
2 1.1 11 3.8
Table 3 Pattern of suicidal methods used among cases in both sexes.
Methods of suicidal attempted Males (n= 102) Females (n= 186) Total (n= 288)
No. % No. % No. %
Drug overdose 52 51.0 166 89.2 218 75.7
Wrist cutting 18 17.6 7 3.8 25 8.7
Hanging 21 20.6 0 0.00 21 7.3
Jumping (intended fall) from height 5 4.9 4 2.2 9 3.1
Chemical poisoning 6 5.9 3 1.6 9 3.1
Suicidal burn 0 0.00 6 3.2 6 2.1
Total 102 100.0 186 100.0 288 100.0
Chi-square 74.394
P value 0.000
Figure 3 Pattern of suicidal methods used in both sexes.
Figure 4 Outcome of suicidal attempted cases in both sexes.
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resented 12.2% and 9.7%, respectively. Sex difference was sta-
tistically signiﬁcant (P= 0.000).
As regards the marital status 53.6%, 36.5%, 6.2% and
3.8% of cases were single, married, divorced and widowed,
respectively. It was found that there are signiﬁcant results be-
tween marital state and sex.
Table 3 and Fig. 3 showed the pattern of suicidal meth-
ods used in both sexes. Drug overdose was the most com-
mon method of suicide attempt in both males (51.0%) and
females (89.2%). Although hanging was the second method
among males representing 20.6% of cases, there was no
hanging cases reported among females. On the other hand
no suicide by burning attempted in males but it constituted
3.2% in females. The difference in the method of suicidalTable 4 Outcome of suicidal attempted cases in both sexes.
Outcome of suicidal attempted cases Males (n= 102)
No. %
Discharged 55 53.9
Leaving against medical advice 11 10.8
Death 36 35.3
Total 102 35.4
Chi-square 44.048
P value 0.000attempt between males and females was statistically signiﬁ-
cant (P= 0.000).
Table 4 and Fig. 4 show the distribution of outcome of sui-
cidal attempted cases in both sexes. There was statistical signif-
icant difference between males and females as regards the
outcome of attempted suicide.
Table 5 and Fig. 5 ﬁnd 71.2% of suicidal attempted cases
cured, 12.8% left hospital against medical advice and 16.0%
dead. All hanging cases were 100.00% dead in hospital, jump
from height 77.8%, burn cases 66.7%, cut wrist 40%, chemical
poisoning 11.1% and only 1.4% of drug overdose cases dead
in hospitals.
Table 6 show that the mean duration of stay in the hospital
was 4.5 ± 10.68 days. About one-third of cases were admitted
to ICU.Females (n= 186) Total (n= 288)
No. % No. %
150 80.6 205 71.2
26 14.0 37 12.8
10 5.4 46 16.0
186 64.6 288 100
Table 5 Outcome of attempted suicides as regards the pattern of suicidal methods.
Methods of suicidal attempted Discharged Leaving against medical advice Death Total (n= 288)
No. % No. % No. % No. %
Drug overdose 178 81.7 37 17.0 3 1.4 218 75.7
Wrist cutting 15 60.0 0 0.00 10 40.0 25 8.7
Hanging 0 0.00 0 0.00 21 100.0 21 7.3
Jumping from height 2 22.2 0 0.00 7 77.8 9 3.1
Chemical poisoning 8 88.9 0 0.00 1 11.1 9 3.1
Suicidal burn 2 33.3 0 0.00 4 66.7 6 2.1
Total 205 71.2 37 12.8 46 16.0 288 100.0
Figure 5 Distribution of outcome dead cases by method of
suicide.
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A determination of whether death was the result of suicide or
murder is extremely important in the initial phase of investiga-
tion. Usually, the decision is based on an evaluation of the
injuries that resulted in the death and other factors about de-
ceased’s mental and emotional state prior to death. A decision
that death was suicidal should also be based on the results of
interviews with deceased’s relatives, friends and on informa-
tion from the physician or psychologist.1 The suicide dataTable 6 Distribution of suicidal attempted cases by duration of ho
Methods of suicidal attempted <10 10–
No. % No.
Drug overdose 217 99.5 1
Wrist cutting 14 56.0 10
Hanging 21 100.0 0
Jumping from height 2 33.3 5
Chemical poisoning 6 66.7 3
Suicide burn 2 33.3 2
Total 262 91.0 21
Chi-square 103.774
P value 0.000
Mean ± SD (days) 4.5 ± 10.68
ICU admission
Yes 93 32.3
No 195 67.7are the end-product of a chain of informants including family
members, police, doctors and coroners or any of them, for a
variety of reasons may be unwilling to record the death as sui-
cide. Therefore, there is a need to bear in mind the possibility
of underestimation of true suicide rates in the population espe-
cially in places where cultural and/or religious attitudes con-
demn suicide.6
The countries of the EMR have certain common factors
including religion which justify grouping them together as a re-
gion. The region is the cradle of many religions Islam, Chris-
tianity, Judaism and Zoroastrianism but Islam is the religion
of about 90% of the people.8 This could to some extent explain
why the recorded suicide mortality rate as a whole in EMR is
lower than the other regions. The Quran states that no one
should kill him or herself because God has been merciful to
him and her. This commandment is believed to play a role in
the low rates of suicide recorded among Muslim communities.9
The act of suicide is a grave sin in Islam. Allah Almighty says
in the Noble Quran ‘‘. . .And do not kill yourselves (nor kill
one anther). Surely Allah is most merciful to you.10
The present study demonstrated that about two-thirds of
attempted suicide cases were females (64.6%). Male to female
ratio was 1: 1.75. The peak age of attempted suicide cases was
between 20 and 29 years in both males and females. Seven per-
cent of male cases occurred over the age of 60 but no female
cases reported. There was statistical signiﬁcant difference be-
tween males and females as regards the age. In the same linespital stay and ICU admissions.
20+ Total (n= 288)
% No. % No. %
0.5 0 0.00 218 75.7
40.0 1 4.0 25 8.7
0.00 0 0.00 21 7.3
55.6 2 22.2 9 3.1
33.3 0 0.00 9 3.1
33.7 2 33.3 6 2.1
7.3 5 1.7 288 100.0
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age and sex groups in EMR revealed interesting patterns. Fe-
males in the age group 15–29 years and males in the age group
60+ years were at the highest risk in terms of committing
suicide.11
In the United States the construct of femininity does not
typically include completed suicide. Instead women are
thought to attempt suicide and commit suicidal gestures as a
cry for help. Furthermore motherhood in many cultures is con-
sidered a sacred gender role. In contrast male suicide has been
viewed in some cultures as a legitimate answer to economic
difﬁculties and other potential humiliations. Explanations of
men’s suicides have often focused on issues of performance
and achievement rather than love which is evoked for women’s
suicides. Male suicide has also at times been socially sanc-
tioned as a patriarchic duty.12
The present study revealed that there is a signiﬁcant low age
among female than male for committing suicide. In agreement
with Vizcarra et al.13 who reported that factors associated with
higher psychiatric morbidity and suicidal behavior in women in
developing countries include early age at marriage, lack of
autonomy in choosing male partner (arranged marriage), pres-
sure to have children early in marriage (in many cases for a male
offspring), economic dependence on husband and the joint fam-
ily system. Domestic violence is also a serious problem in devel-
oping countries. Under these circumstances the young married
woman’s position is severely compromised making her vulnera-
ble to psychiatric morbidity and suicidal behavior.
Okasha et al.14 reported that in Egypt precipitating factors
were different according to sex with females more likely to re-
port bereavement, romantic relationship problems and marital
problems and males more likely to report ﬁnancial difﬁculties
and conﬂicts related to work and schools.
In this research students represented peak of suicidal at-
tempts among females (46.8%) followed by being a worker
in private sector than housewives. Private sector workers rep-
resented the peak among males (30.4%). Also unemployment
represented 26.5% of male cases and only 0.5% among fe-
males. Sex difference was statistically signiﬁcant. The relation-
ship between suicide and unemployment has been extensively
studied demonstrating an increased rate of suicide among the
unemployed.15–18
A systematic search was conducted up to 2006 (Bahrain,
Egypt, Iraq, Jordan, Kuwait, Lebanon, Morocco, Oman, Pal-
estine, Saudi Arabia, Sudan and United Arab Emirates). Esti-
mated annual rates of suicidal attempted ranged from 1.9/
100.000 to 127/100.000. The Arab police and government re-
cords reported annual completed suicide rates of 1.1/100.000
to 6.2/100.000. In hospital based studies attempt was related
to being single, aged 15-25 years, primary to secondary level
education, students, housewives, unemployed, belonging to
overcrowded large families and having a low socio-economic
status. In addition many psychiatric disorders were identiﬁed
as risk factors. Completed suicide victims were more fre-
quently males 20–40 years old, single, manual workers and
unemployed.19
In this study more than half of cases (53.6%) were single.
Marriage usually has a protective effect against suicide which
might illustrate the fact that those people who may be prone
to suicide are more likely to be single or to have been divorced
or widowed.20,21 Also the results of this work found that
36.5% of cases were married. Khan and Reza22 said that mar-riage might not be protective in all cultures especially for
young women. For instance higher rates of suicide and delib-
erate self-harm have been reported among married women in
Pakistan in comparison to both married men and single wo-
men. This may be because social, economic and legal discrim-
ination creates psychological stress that leads these women to
commit suicide or deliberately harm themselves.
Wright1 reported that victim’s residence and place of work
are particularly important. A poor ﬁnancial situation may also
be a cause of suicide and an investigation of the person‘s ﬁ-
nances and debts should be undertaken. Other motives such
as marital or family problems and psychological problems
must also be investigated. Mubarak and colleagues23 assessed
suicidal burn unit of Ain Shams University, Cairo, Egypt.
Family conﬂicts were the main precipitating factor among all
self-immolators. They also found that self-immolators were
mostly females less than 20 years old, single, illiterate or with
primary school level education, from low socio-economic level,
housewives and unskilled workers.
As regards the pattern of suicidal methods used in this
study the majority of cases 75.7% were by ingesting overdose
of drugs. Cutting wrist constituted 8.7% of the cases 7.3%
hanged themselves. Equal proportion 3.1% of cases attempted
suicide by either chemical poisoning or jumping (intended fall)
from height and only about 2.1% of cases reported burning
themselves. Wright1 said that the common modes of death
by suicide are drowning, hanging, shooting, poisoning, jump-
ing from heights, cutting of arteries, stabbing, and strangula-
tion. These factors must be considered along with the ability
of the deceased to accomplish the act from both a physical
and a psychological standpoint.
McIntosh et al.24 reported the methods that individuals
choose in suicide vary widely in their probability of resulting
death. At least two general factors determine lethality by a par-
ticular method. The time span between the initiation of a sui-
cidal act and expected death is crucial for outcome. Highly
lethal suicide methods are fairly quick in reducing the possibil-
ity of detection and intervention. Lethality is lower if the meth-
od chosen gives time for intervention as well as the possibility
of changing one’s mind and seeking help. Also critical for out-
come is the availability of medical aid and its quality related to
the method used.
A suicide method is any means by which one or more per-
sons purposely kill themselves. Suicide methods can be classi-
ﬁed according to two modes of interrupting life processes
physical or chemical. Physical modes of interruption typically
act by incapacitating the respiratory system or the central
nervous system usually by destruction of one or more key
components. Chemical modes focus on interrupting biologi-
cally signiﬁcant processes such as cellular respiration or diffu-
sion capacity. Chemical methods of suicide produce latent
evidence of action whereas physical methods provide direct
evidence.25.
This work revealed that drug overdose was the most com-
mon method of attempted suicide in both males (51.0%) and
females (89.2%). Hanging was the second method among
males representing 20.6% of cases. There was no hanging case
reported among females. On the other hand no suicide by
burning attempted in males but it constituted 3.2% in females.
The difference in the method of attempted suicide between
males and females was statistically signiﬁcant (P= 0.000). In
agreement with Baasher9 who said that sex differences in the
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turally acceptable sex-speciﬁc self-destructive behaviors. If
completed suicide is viewed as a masculine behavior then an at-
tempted suicide does not suit men’s role. Following these ratio-
nale suicidal males could choose violent methods as it would
make them more likely to succeed in their action. Some attri-
bute women’s use of less violent methods to their concern
for bodily appearance how they will look in death.26,27
The present study found drug overdose to be the most pre-
dominant method of suicide (75.7%). In fact 89.2% of females
and 51.0% of males in this study were using overdose of drugs.
While chemical poisoning was reported in only 3.1% of cases.
Schmidtke et al.28 said that developed countries combined self-
poisoning ranked as the second highest suicide method for
both males (14.0%) and females (29.0%). In the developed
country this usually meant poisoning by drugs that is medica-
tion in contrast to worldwide trends which show that self-poi-
soning by pesticides is the frequently used method among
other poisonings in many Asian, African and Latin American
countries accounting in rural areas for about one-third of all
suicides worldwide. In fact pesticide ingestion accounts for
58% of all suicides and accounts for 79% of all suicides among
young females in China rural areas.29
In the present study hanging was the second method among
males representing 20.6% of cases. As hanging is universally
available, it makes sense that it is the most common suicide
method in many countries worldwide, however, there is consid-
erable variability internationally. A study of suicide methods in
a large number of cases in Japan and the United States revealed
that Japan had a very high proportion of hanging (70.4% for
males and 60% for females). The proportion was much lower
(18.2% for males and 16.2% for females) in the United States.
Similarly an Australian study reported hanging in 32% of its
cases. Hanging and self-poisoning with pesticides were the pre-
ferred means of suicide in south China.30–32
In this study jumping (intended fall) from height repre-
sented 3.1% of cases. It was the 5th method of attempted sui-
cide in males and the 4th method in females. In the same line
Wikipedia25 said that jumping from height is the act of jump-
ing from high altitudes for example from a window (self-defen-
estration or auto-defenestration), balcony or roof of a high rise
building, cliff, dam or bridge. In the United States jumping is
among the least common methods of committing suicide (less
than 2% of all reported suicides in the United States for 2005).
In contrast central Europe (Belgium, Germany and the Neth-
erlands) and southern Europe (Italy, Portugal, and Spain
including also Luxembourg) was characterized by a very high
proportion of jumping.28
Wikipedia25 reported that in Hong Kong, jumping is the
most common method of committing suicide accounting for
52.1% of all reported suicide cases in 2006 and similar rates
for the years prior to that. The center for suicide research
and prevention of the University of Hong Kong believes that
it may be due to the abundance of easily accessible high rise
buildings in Hong Kong.
Only about 2% of cases reported burning themselves in this
study. No suicide burn was reported among males. In this
study ﬁrearms were not reported. In contrast ﬁrearms were a
highly lethal method ranked 3rd among males (9.7%) and were
rarely used among females (1.3%) in some developed coun-
tries. In the United States respective proportions were much
higher 63.1% and 37.2%.28Controlling access to common methods has been found to
effect suicide rates. In the developing world ingestion of pesti-
cides is one of the most common methods for committing
suicide.32
This study found that 35.3% of males as compared to only
5.4% of females completed suicide and dead in hospital. In
agreement with the present results in most countries except
mainland China men have a higher reported rate of completed
suicide whereas women have a higher rate of attempted sui-
cide. Men tend to use means that are more lethal, plan the sui-
cide attempt more carefully and avoid detection. In contrast
women tend to use less lethal means of suicide which carry a
higher chance of survival and they more commonly express
an appeal for help by conducting the attempt in a manner that
favors discovery and rescue.20,33 Studies conducted in the
developing countries of the African continent shows that the
trend of more attempted suicides by women was maintained
but the rates for completed suicide for men were higher. In
South Africa for instance 76.8% of all suicide attempts were
made by women.21 In Nigeria the ratio for completed suicide
for men to women was 3.6 to 1 while a study in Cairo, Egypt
conducted in 1975 reported that there was no major difference
between the two sexes when it came to suicide attempts.34,35
Many studies in India have also shown that men have high-
er rates for completed suicide than women while more women
attempt suicide than men.36 But a study conducted in India
during the period 1991–1997 showed that suicide rates were
nearly equal for young women and men with men having a
slightly higher rate 1.3:137 a contrast with the pattern of suicide
sex ratios in developed countries. In Korea for the period
1991–2000 the suicide rates for men were two to three times
higher than that of women.38 In a 13 year study (1985–1997)
in Israel the rates in men were three times higher than those
in women 39.
This study revealed that the completed suicide rates are
generally much higher in men than in women. In contrast with
the present result an exception was found at some Asian coun-
tries.40,41 There are more suicide attempts registered for fe-
males by the WHO and EURO multicentre study in most of
the participating countries,42 a much more diagnosed depres-
sion in women relative to men.27,43,44 This sex paradox calls
into question the possible reasons for different prevalence rates
in male–female completed suicides.45,46
Kudo47 reported that the suicidal attempts are more com-
mon in women, while suicide related behaviors by men tend
to be more serious resulting in completed suicides in many
cases. Psychologically speaking in some cases suicide related
behaviors do not always mean that attempters would like to
die but they function as an unconscious signal for help. Such
help seeking behaviors are particularly notable in women
and used to be termed parasuicides, however, they are termed
deliberate self-harm in the extant literature.
In this study all hanging cases (100.00%) committed by
males were dead. Wikipedia25 reported that suicide by hanging
is a technique that the subject attempts to use some form of de-
vice around the throat to strangle and/or break the neck. In the
event of death, the actual cause of death depends upon the type
of hanging used where type usually refers to the length of the
drop. In a short drop the victim may die from strangulation in
which the death may result from lack of air asphyxiating the
brain; if the former is true the patient is likely to experience hy-
poxia, skin tingling, dizziness, vision narrowing, convulsions,
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one or both carotid arteries and/or the jugular vein may be
compressed sufﬁciently to cause cerebral ischemia and a hyp-
oxic condition in the brain which will eventually result in or
contribute to the death. In the case of a sufﬁciently long drop
the patient is likely to suffer fractured 2nd and 3rd and/or 4th
and 5th cervical vertebrae which may cause paralysis or death.
Hanging is the prevalent means of suicide in pre-industrial
societies and is more common in rural areas than in urban
areas. It is also a common means of suicide in situations where
materials are not readily at hand such as in prisons.
The results revealed that 77.8% of cases jumped from
height dead. Kudo47 said that the jumping from a height
(>10 m), jumping in front of a moving train, cutting or stab-
bing internal organs are among the absolutely dangerous
group.
The females who committed suicide by burn constituted
3.2% from total cases and 66.7% of these cases were dead.
Wikipedia25 said that immolation usually refers to suicide by
ﬁre. The Latin root of immolate means sacriﬁce and is not re-
stricted to the use of ﬁre, though common media usage uses the
term immolation to refer to suicide by ﬁre. This method of sui-
cide is relatively rare due to the long and painful experience
one has to go through before death sets in. This is also contrib-
uted to the ever present risk that the ﬁre is extinguished before
death sets in and in that way causes one to live with severe
burning scar tissues and the emotional impact of such horriﬁc
injuries.
The present work revealed that less than half of cases who
committed cut wrist were dead (40%). Wrist cutting is usually
due to deliberate self-harm rather than attempted suicide. The
subject may or may not experience a noticeable release of
adrenaline and endorphins. As the bleeding continues cardiac
arrhythmia is likely to ensue as the body is eventually unable
to compensate. If the exsanguination is allowed to continue
the resulting severe hypovolemia will cause shock followed
by cardiovascular collapse, cardiac arrest and death.25
The present study revealed that 11.1% of chemical poison-
ing and only 1.4% of drug overdose cases were dead in hospi-
tals. Overdosing is a method of suicide which involves taking
medication in doses greater than the indicated levels or in a
combination that will interact to cause harmful effects. Aver-
age fatality rate for overdoses in the United States is estimated
to be 1.8% only.48 The death of suicidal person depends on the
used drugs or poison. Worldwide 30% of suicides are from
pesticide poisonings. The use of this method, however, varies
markedly in different areas of the world from 4% in Europe
to more than 50% in the Paciﬁc region.25
This study revealed that hanging as amethod of suicide is the
most lethal one followed by jumping, burn, cutting wrist, chem-
ical poisoning and least lethal one is drug overdose. Spicer and
Miller49 revealed that ﬁrearms, drowning and suffocation or
hanging were the most lethal methods and drug overdose, poi-
son ingestion and cutting were the least lethal methods. In
Card’s50 classiﬁcation in addition to the above mentioned
methods jumping from a high place and jumping in front of
a moving object were added to the highly lethal methods. Card
qualiﬁed the use of ﬁre as a less lethal suicide method.
The result revealed that most of the cases stay in the hospi-
tal for less than 10 days. About one-third of cases were admit-
ted to ICU. Kudo47 said that it can be pointed out that serious
suicide attempters should receive comprehensive care by amedical team composed of multiple professionals at the critical
care center. Finally most women who tend to repeat suicide re-
lated behaviors triggered by relatively small stressors. This
group did not need to be hospitalized with administration of
psychotherapy and physical treatment at the time of emer-
gency visit.
The present study concluded that the pattern of suicidal
methods depends on the sex of the case. The most common
method was drug overdose. Hanging was done among males
while burning committed by females. Although the suicidal at-
tempted was more common in females than males, the out-
come of dead was higher among males than females. These
results can be explained as males used the most lethal methods
than females. More information should be needed on the sui-
cidal behavior in developing countries.
In the same line according to studies on the outcomes of
suicide attempt including completed suicides the ratio of men
is the highest in the completed suicide group.51 It is presumed
that men tend to have too much stress themselves without con-
sulting the people around them and develop psychological tun-
nel vision causing more serious physical conditions because
they seek more certain means of death.47
Benomran52 observed that the marked male preponderance
in deaths from unnatural causes in Benghazi (80% of the to-
tal), compared to less marked male preponderance in Glasgow
(60% of the total). This is explained by the fact that due to so-
cial custom in Libya, females have limited outdoor activities
and led a rather domestic life compared to females in Britain.References
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